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CHAPTm I 
INTRODUCTION 
The problem of restoring to normal living conditions tuberculous 
patients in whom the disease has been arrested and preventing relapses 
after discharge from the sanatorilllll is one of the major concerns of the 
experts in public health and medical care. 
One of the outstanding characteristics of tuberculosis is its 
recurrent nature. The patient who leaves the hospital with a diagnosis 
of arrested tuberculosis is far from being restored to normal life. 
Medical care is only one part of the treatment. In order to restore 
tuberculous patients to the fullest physical, mental, social and economi~ 
usefulness, there is a need to understand the total personality of the 
patient. It should also be borne in mind that because of the unpre-
dictability of the disease and its recurrent nature patients and their 
families sometimes become so affected that their social adjustmen&to 
normal life is hampered. 
The fear of relapses appears to be a common phenomenon among 
tuberculous patients and their families and it requires consideration 
in the treatment and after care of the patients. 
No one has been able to tell why many individuals who appear 
to have healed lesions break down. "Stress" and "strain" 
!I 
,, 
I 
,I 
are merely names for an unknown causal factor. It is these 
breakdowns that multiply the cost of this scourge to society,l 
I I . It is because of this unpredictability that the control of tuberculosis 
II presents such a difficult problem. It impinges upon the economic and 
1 
industrial structure of the community. 
Because of the complexity of the problem in tuberculosis control, 
modern medicine has begun to adopt new conceps in approaching the 
problem of tuberculous patients. The emphasis is now on the total man 
' 
ii 
·I 
There is a growing awareness in public 11 
II 
while dealing with his illness. 
health of the need for better understanding of the patient and a tendenc:;Yi 
II 
to modify the punitive attitude toward certain types of patients and 
their families. Health departments are beginning to understand that 
good care requires a better understanding of the patient and are engag-
ing medical social workers to give direct case work services, Along 
with this has come the understanding of the need of coordinated planning 
among health and welfare agencies in order to provide better care and 
services for the patients and their families. In attempting to meet 
the needs of tuberculous patients, the health departments, the sana-
torium, and the social agencies are working toward the common goal of 
securing a better control of the disease, 
PURPOSE 
This is a study of ten tuberculous patients at the Rutland State 
1 Pattison, Harry A., Rehabilitation 2! ~ Tuberculous, Livingston, 
New York. 1942. P .186. 
3 
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Sanatorium who suffered one or more relapses and who were hospitalized 
at Rutland in January of 1952. 
An analysis was made of each patient's circumstances - social and 
environmental at the time of previous and current admission to Rutland 
to see whether there were similarities in circumstances surrounding the 
occurrence and reactiviation of the disease. 
li 
:i ,, 
,, 
,, 
I 
The questions developed to obtain the necessary data were concerned ! 
with those factors which are essential to a better understanding of the 
patient in relation to the social, emotional and environmental aspects. 
The answers to the questions will enable us to analyze how far the 
presence or absence of certain factors contributed to the relapse of 
the patient. The aim of the study is to draw conclusions from the 
results obtained. 
The specific questions the writer raised around this study are: 
l)circumstances prior to first hospitalization 2)problems on first 
discharge 3)circumstances prior to current readmission 4)social work 
activity during previous hospitalization, 
~ M@. METHOD 
Specific census figures related to the number of patients read-
mitted because of relapses were not available to the writer at the time 
of the study, It was estimated, however, that relapses constituted 
' II 
In choosing the material for this study, the II approximately 30 per cent. 
aim was to include these cases presenting the diagnosis of pulmonary ii 
" 
,, 
tuberculosis only. The reason for undertaking this study was to classif~j 
the factors which contributed to the recurrence of tuberculosis, 11 
---------- --r= 
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The method used in this stud7 was based on direct interviews with 
the patients now hospitalized in Rutland Sanatorium who had formerly 
been discharged from this hospital. 'l.'be infonDB.tion obtained from the 
patients was supplemented by interviews with the doctors, the social 
worker and other professional staff members familiar with the cases. 
Also the medical and social records have been used for the study. 
The Method 2! Interviewing 
Each patient was interviewed once. The interview in each case was 
focused around the following areas: (1) life situation at the time of 
the onset of the disease (2) reaction to the illness and the treatment 
(3) family financial and personal problems (4) life situation between 
first and second breakdown (5) social and occupational readaptation 
after the first discharge from the hospital (6) patient's interpretation 
of the second breakdown. 
LIMITATIONS 
The writer found the information available in the social case 
I 
I 
I 
i: 
,, 
records limited because the shortage of personnel in the social service i 
department made it necessary to do summary recording. Because the 
material was presented in a sUIDIIIarized form it answered only a few of 
the questions with which the study was concerned. Therefore, the pr~ 
method for securing data was the individual interview with each patient. 11 
,, 
Patients were encouraged to discuss their problems as they saw them with! 
the writer attempting to focus the interview. Direct questions related 
' 
to emotionally charged material had to be avoided and, therefore, in 
I! 
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i! 
some cases the writer was unable to secure all of the data through eithe1i 
interviews or case records, 
The relatively small number of cases studied (ten) limits the value 
in relation to the problem as a whole. The study was based on a 
specific analysis of the individual cases and no attempt was made tc use 
the results to generalize about these factors and relate them to all 
tuberculous patients. 
The estimate of 30 per cent relapses which is given on page 3 
was based on the medical social worker's review of records of patients 
currently in sanatorium. 
5 
CHAPTER II 
,1YSETTING 
Rutland State Sanatorium was established in 1898. It is the oldest 
sanatorium for tuberculous patients in the country. The nucleus of the 
1
, 
present buildings developed gradually between 1895 and 1898. Since then li 
II 
many changes have been made and other buildings have been erected. ,, 
The sanatorium is located in an isolated area but is relatively 
accessible to families of patients because of the rather frequent 
transportation provided by a bus company. 
Under the supervision of Superintendent Paul Dufault, M.D., there 
an active program of collapse therapy, including minor surgery. For 
thoracoplasty and lobecto~, patients are sent to the Massachusetts 
General Hospital. 
The sanatorium, with a capacity of 365 beds, has one social worker 
as a member of the hospital staff. Referrals to the social worker can 
be made either by the physician, nurses, patients themselves, patient's 
families, or by requests from other medical and social agencies which 
are also interested in the patient • 
.I!.lli, FUNCTIONS QE !!J! SOCIAL WORKER 
The social worker attends medical staff conferences and presents 
pertinent social information regarding the cases under discussion. He 
keeps case records and pertinent social information is recorded on the 
medical charts. 
II 
• II l.~i 
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The social worker evaluates each situation with respect to the 
patient's need for his services as follows: 
II l. Patients for whom no service seems indicated at the present time~ 
[ 2. Patients for whom some temporary or short term service is 
indicated. 
3. Patients for whom an intensive service is required which may 
extend over a long period of time. 
The major concern of the social worker is the individual care of the: 
,, 
patient and the help which he can give him in working through his 
medical - social problems. He assists the patient who has difficulties 
in adjustment to sanatorium life. He makes a social evaluation of such 
cases in order to help the physician understand the individual patient 
and his ability to adjust to the treatment plan. He helps the patients 
who are worried about family problems such as marital difficulties, care 
of children, and financial difficulties. He is concerned with the 
patients who fail to make progress in treatment and show signs of depres-
sion, uneasiness and anxiety. He assists the patients who are to be 
discharged in making adequate plans for their return to the community. 
I 
He handles the discharge problems ahead with the patient and his family. 
The social worker works closely with public welfare agencies re-
11 garding financial assistance for the families of the patients. If needed:! 
he also exchanges medical and social information with other agencies in 
the community who are concerned with the welfare of individual patients 
and their families. In worldng with the patient, the social worker 
maintains a close relationship with the doctor, nurses, and auxiliary 
staff. 
8 
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I 
Each month members of the medical staff meet with members of the 
auxiliary services. The purpose of these meetings is to review the new 
admissions so that the occupational therapist, the librarian, and the 
rehabiliation director are informed about the doctor's recommendations 
as to the amount of activity each patient is permitted. The social 
worker offers information about the patients who have been interviewed. 
The psychiatrist comes to the hospital once a month and is available at 
that time for consultation. 
The rehabilitation program in the sanatorium this year had a total 
case load of ninety-seven patients. The program consists of: classroom 
teaching, personal individual teaching, correspondence courses and 
occupational therapy for both ward and ambulatory patients. The re-
habilitation program also includes job placement outside the sanatorium 
after discharge. The department publishes a monthly sanatorium news-
paper, now in its seventh year of publication. 
All patients considered for discharge are referred to social 
service to discuss the actual situation to which they are returning and 
what the chances are of improving the situation if it is undesirable. 
9 ,, 
:! 
:I 
==11=========~---=~~-~-~=-~~~~~= 
li 
CHAPTER III 
~MEDICAL, EIDTIONAL, AND SOCIAL ASPECTS IN THE 
TREATMENT OF TUBERCULOSIS --
The purpose of this chapter is to ·acquaint the reader with the 
medical, social and emotional aspects encountered in the treatment of 
tuberculous patients. 
I. MEDICAL ASPECTS OF TUBERCULOSIS 
The symptoms of pulmonary tuberculosis are a history of unexplained 
weight loss, fatigue, fever, chronic cough, and chest pain. In the 
acute stage there is expectoration of blood, The most important 
diagnostic aids are chest x-ray, sputum examination, skin tests, and 
guinea-pig innoculation of the fasting gastric contents, 
Different ~ of pulmonary tuberculosis,! 
There is the primary and secondary type of pulmonary tuberculosis, 
The primary infection frequently occurs in childhood but may occur at 
any stage, rarely gives any symptoms and the germs are locked in a 
nodule somewhere in the lung and in the neighboring lymph nodes. This 
infection need never trouble the individual because in the majority of 
cases nothing further happens as a result of this infection. The 
secondary infection, which may be caused by a spread from the first 
li 
II 
1 Emerson, P. Jr., M.D. and Taylor, T, E., Essentials of Medicine, J 
Lippincott Company. Abstracted from P. 113. 
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infection or from a new infection from without is the type of tuber-
culosis that frequently leads to progressive tuberculosis of the lungs, 
The terms first, second and third stage tuberculosis, or minimal, 
moderately advanced and far advanced tuberculosis, indicate the extent 
of disease and extent of symptoms in any given case. These divisions 
I 
I 
II ,, 
II I, 
II 
are useful for classification, but they do not necessarily indicate the !1 
II 
,I 
,j 
li 
i! 
chances for recovery. 
TREATMENT 
The basic principles in treatment are directed toward elevating the !i 
,, 
1: 
patient's resistance to combat the disease. The means through which jl 
The purpose of bed rest is to jl resistance is achieved are rest and diet. 
place the lung at rest by reducing the amount of oxygen which passes 
through them and thereby reducing the flow of blood. 
If bed rest is not effective, surgical treatment is recommended to 
collapse the diseased lung and increase its rest. 
,I 
II 
II 
1,1: 
II 
,j 
The surgical procedures applied are: pneumothorax, pneumoperitoneum,li 
!I 
phrenic nerve operation, thoracoplasty and lobecto~. 
In addition to collapse measures and resection of the diseased 
tissue, there has been an increased utilization of antubiotics and drugs 
such as strepto~cin, PAS and thio-wemicarbazone. 
Pneumoperitoneum. This consists of injecting air into the 
abdomen. When this is done, the diaphragm is forced up against 
the lung. Pneumoperitoneum is often used with the phrenic 
operation, 
II 
II 
11 
,, 
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Pneumothorax. Air is injected into the space between the lung 
and the chest wall. The air helps to relax and rest the lungs. 
Because the air is absorbed by the body, new air must be injected 
from time to time. 
Phrenic ~ operation. This is a simple operation. It stops 
the movement of the one side of the diaphragm for six or ten 
months. l'lhen this muscle stops moving, it rises up against the 
sick lung and in this way helps it to relax and rest. 
Thoracoplasty. The purpose of the thoracoplasty operation is to 
collapse the chest wall so that it helps the diseased lung to 
relax and rest. To do this, a part of several ribs must be taken 
out so that the chest wall around the sick lung will collapse.2 
If collapse is prevented by fibrous adhesions binding the viscera, 
pneumolysis may be attempted. This is a procedure which entails the 
severing of the adhesions with an instrument called a thoroscope. 
Lobectolll.Y. This is a complicated operation which is performed when 
• 
the disease is confined to one anatomical lobe. The bronchus is ligated 
and the anatomical lobe is removed. 
RESULTS OF TREATMENT 
Physicians are cautious in pronouncing a definite cure in any 
given case showing shadows on the lung, which are considered 
scar tissue, there is no certainty that some residual infection 
in some area may not flare up subsequently. For that reason, 
it is advisable for a tuberculous patient who has had the good 
fortune to recover from the disease to check up on his condition 
periodically. According to the standards of the National 
Tuberculosis Association, the disease is considered "arrested" 
when the lesions have remained apparently healed, tubercle 
bacilli have not been demonstrable, and the patient has been 
symptom-free under conditions of moderate physical activity 
for at least six months. 
i 
I 
I 
,I 
Cecil, R. L., M.D., ! Textbook of Medicine. w. B. Saunders ii 
Company, Philadelphia and London. Pp. 295-298. 
1
[ 
2 
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I 
The term "quiescent" means that the disease is more or less 
at a standstill as long as there are tubercle bacilli in the 
sputum, no matter how well the patient feels, the disease 
is not healed and "flare up" may develop.3 
II. THE mOTIONAL AND SOCIAL ASPECTS OF TUBERCULOSIS 
Unlike any other disease, tuberculosis contains many dramatic 
elements. Because it is ap insidious disease, it evokes fear 
in its sufferers; because it is a long drawn out, dangerous 
and "treacherous" and intensely frustrating disease and has a 
depressing effect; because some of its symptoms are frighten-
ing and repugnant to the community and because it is infecti-
ous, it adversely affects the social relationships of the 
patients and seriously undermines their morale.4 
In order to understand the problems involved in tuberculosis, one 
has to understand the nature of the disease, the patient, and what the 
II 
II ;I 
II 
II 
!I ,, 
disease means to him, his personal attitudes toward the disease and the \'1 
meaning of hospitalization as a unique life experience. 11 
The initial reactions of the patient and his family to the diagnosi~ 
play an important role in the course of the disease and its treatment. 
1: 
I' 
li 
The emotional reactions to the diagnosis may vary from patient to Jl' 
patient. Dr. Wittkower classifies them as: shock, incredulity and littl 1 
concern. Following the initial period of shock and contusion, the reac-
tiona which the tuberculosis patients develop vary depending upon the 
underlying personality structure. (1) Some individuals welcome the 
disease as an escape from a difficult life situation. (2) Some may 
3 New York Tuberculosis and Health Association, published by Bronx 
Tuberculosis and Health Committee, Facts that Tuberculous Patients 
Should Know. Pp.lJ-14. -
4 Eric Wittkower, M.D. ! Psychiatrist !22.!! at Tuberculosis. P.42. 
defy early sympt0111s and neglect their care until the disease is far 
advanced, (3) Some may hasten to seek care without showing any regard 
for others. Each of these types described needs different handling. ~·· 
Regardless of the type of person stricken by tuberculosis, the discovery ;II 
!i 
about having the disease is very tra1.1111atic. Airy reconunendation for II 
sanatorium care is apt to arouse anxiety. The fear of treatment and .the 11 
unpredictability of its results increase the patient 1 s resistance and li 
apprehension. 
When active treatment such as pneumothorax, surgical collapse 
and pulmonary resection are advised, a type of relationship 
is set in motion in which the patient must become even more 
passive than while at rest - a relationship in which he is 
passive while something active is done to him by the doctor. 
Such problems are associated usually with the use of instru-
ments, "needles," and surgery in general. There is introduced 
a fear of attack on the integrity of the body with an associ-
ated fear of death.5 
I• 
II 
I' 
II 
i 
The procedures involved in surgical treatment are to most of the 
tuberculous patients strange and unfamiliar. It is of utmost importance I 
to explain to the patient the nature of the treatment before the pro-
I
I 
cedure is carried out. The evnlanation should be clear and the patient I 
-r'' il 
should be given time to assimilate the knowledge about the procedure. I! 
!I 
Unless this is done, the patient is not freed from his fears and preju-
dices associated with medical treatment and very often may refuse 
collapse therapy. 
5 Jules V. Clemen, M.D., Allan Hurst, M.D., Ruth Hornbein, M.s.s. 
Denver Psychiatric Contributions ~ £!r! of Tuberculous Patients, 
P.8. 
There are two common fears associated with pneumothorax -
fear of the "needle" and the fear of complications. Fear 
of complications is generally handled more easily, through 
education and reassurance. A well formulated "needle phobia" 
may require psychiatric treatment. Sometimes patients may 
refuse pneumothorax because of some misconception about the 
term "collapse," such as the patient who visualized permanent 
"squashing" of the lung. Pneumothorax may be associated with 
digestive disturbances either on organic or on a psychologic 
basis. In the latter instance, these symptoms appear in 
response to apprehension and require psychotherapeutic 
management.6 
The fear of thoracoplasty seems to be much stronger than of pneumo-
thorax, phrenic crush, and of pneumoperitoneum. The problem of mutila-
tion and disfigurement is particulaey disturbing to the tuberculous 
patients. The presence of a scar and loss of a part of the body is an ij 
il insult to the human organism. It has a disturbing influence. upon the 11 
patients' mental picture about themselves and their body. It aggravates 11 
their sense of inferiority. In men it may hurt the sense of masculinity~~~. 
In women it may be a blow to the appearance and the fear of being reject 
by men. 
Coleman, Hurst and Hornbein describing the psychologic trauma 
produced by the recommendation of a thoracoplasty point out that neglect 
of emotional tension in the patient often results in prolonged excessive 
pain and an extended period of invalidism. The pain is generally more 
severe at night when distracting forces are absent. 
In response, patients may "splint" the chest, resulting in 
increased pain and increased difficulty in breathing. This 
may start a vicious circle of anxiety (because of the embar-
rassment of breathing), leading to arrythmic and rapid breath-
' 
" I 
il 
14 
ing, dyspnea, further anxiety and a train of further symptoms. 7 r: 
~~~~~·~== 
I, 
6 Ibid., P. 9. 
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il 
The patient should be helped to alleviate the distress generated by il 
the anxiety. Feelings of distress should be brought to the patient 1 s 
conscious awareness. He must be prepared to look realistically upon 
the operation and helped to look upon the disfigurement as a compromise 
between prolonged invalidism and death, If the patient is adequately 
prepared for the operation, he may then be relieved of the fear of the 
"unknown" and be able to accept and respond to treatment satisfactorily, 
Where the morale is good and careful thought is given to the 
range of the human personality reactions, most patients will 
adjust satisfactorily and respond as expected to treatment. 
However, a large minority can be expected to encounter serious 
difficulties during or after their hospitalization, mainly 
because of emotional disturbances. These disturbances cannot 
always be avoided, but usually their occurence can be foreseen 
and their seriousness modified if there has been an adequate 
personality investigation early in the patient's stay, Like-
wise, intelligent planning to cope with the social and rehabili-
tation problems of the patient will go forward much more real-
istically from such a base. Certainly, in terms of practical 
management, pulmonary tuberculosis can be as much a disease of 
the personality as it is of the lungs,S 
" 
' Because of the still existing stigma of tuberculosis in the vast ii 
I 
' 
majority of society, the patient 1 s feelings of rejection and unworthi- 11 
ness are increased, 1: 
Reality factors such as separation from family and friends and loss 1: 
I 
of income are interrelated with the psychological meaning of going to a j; 
sanatorium, The patient experiences a sense of being pushed away from 11 
il 
home and the community. These feelings may be manifested differently lj 
il 
in different patients. It is at ~is point that the previous personal- II' 
ity pattern plays an important role in the degree of reaction to the new 
8 J.erome Hartz, Human Relations in Tuberculosis, 
October 6 1 0. P, 1 0 , -
' 
,I 
il 
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I 
life situation. Very often old personality patterns are reactivated 
by the traumatic experience of facing the painful diagnosis. These 
reactions must be handled in order to avoid complications in the course 
of treatment. Jerome Hartz estimates that ••• 
about one-third of the tuberculosis patients will be found 
to have emotional problems disturbing enough to give rise 
to serious difficulties in treatment. But without careful 
investigation, the individuals in this one-third minority 
may not be easily discovered.9 
When the patient enters the hospital he is faced with many more 
problems. The adjustment to sanato.rium life makes great demands upon 
the patient psychologically. The transition from the flexibility and 
freedom of civilian life to the communal type of life in the hospital 
is a difficult one and requires a reorientation in many aspects of the 
individual's life. The patient may become frustrated because of his 
conflicting feelings toward the restrictions imposed by the hospital 
regime and his inability to handle his aggressive impulses. It is 
therefore important to understand the dynamics of the total personality 
if the care given is to be adequate. 
said 
Dr. William Osler summed up the situation in tuberculosis when he 
It is just as important to !mow what is in a man 1 s head as 
what is in his chest if you want to predict the outcome of 
the disease. 
II 
Many of the difficulties that patients experience in the process !i 
il 
of getting well from tuberculosis center around the problem of accepting :i 
!I 
9 Ibid., P. 1295. ~·~~~ 
II 
I! 
II 
II 
II li 
II 
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the dependent role without serious feelings of guilt or anxiety. The 
patient can adjust more easily to the sanatorium regime when he realizes 
that he is really ill. To some patients illness is associated with the 
idea of degradation or failure. The patient's anxiety may be increased 
by worry over financial support of the family and concern over whether 
I 
I' 
I ,I 
the family members also have been infected with the illness. If the case: 
' 
' 
work relation can be initiated at the time of this traumatic experience, II 
the patient can find someone to share and understand his situation. He !1 
can be helped to evaluate his financial and emotional resources. His 
fear, helplessness and anxiety can be alleviated in some degree as a 
step in preventing future passivity and dependence which are one of the 
characteristic features present in prolonged illness. Because of this 
enforced dependency the patient finds it very difficult to give up this 
pattern when he is encouraged to undertake activities. 
In most cases the patient experiences feelings of fear regarding 
the disease, the danger of its recurrence, the possibility of financial 
dependency, anxieties over attitudes of friends and relatives, and 
concern over accepting the normal family responsibilities after experi-
encing the protected environment of the hospital. The patient can be 
helped to resume his gradual activities which should come from the 
patient himself. The social worker can help the patient to mobilize 
his inner forces. In this way the tuberculous patient can be helped 
to give up his acquired and prolonged pattern of dependency in exchange 
for more positive and constructive goals. I l~~ 
I 
' 
I 
,, 
' 
In order to achieve these goals one has to consider the tuberculous !I 
:i 
patient in his critical experience periods which are (1) pre-hospital II 
period (2) the hospital period and (3) the post-hospital period. 
I 
I 
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CHAPTER IV :1 
I! II OVERALL PICTURE !£ ~ STUDIED I!, 
In this chapter the writer will present data regarding the ten cases~~ 
I 
studied in order to introduce the reader to the medical, social, emo- !I 
II 
II tional, and economic problems of the patients as a group. , 
TABLE I 
DISTRIBUTION OF CASES BY SEI AND MARITAL STATUS 
ON READMISSION TO SANATORIUM 
Sex and Marital Status Male ,Female 
Single 3 1 
Married 2 1 
Divorced 0 2 
Deserted 0 1 
Total 5 5 
i, 
I 
I, 
lj 
1: 
II 
Of the ten cases studied, there were five men and five women. The ,', 
ages of the men ranged from 25 to 42 and the ages of the women ranged 
from 28 to 40. Three of the patients were married, two were divorced, 
:I one had been deserted, and four were single. 
Of the married patients, two were men and one a woman. Two of the I 
women were divorced and one woman had been deserted. Three of the single ,i 
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patients were male and one a female. 
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TABLE II 
DISTRIBUTION OF CASES BY THE STAGE OF THE DISEASE 
AND LENGTH OF STAY IN THE SANATORIUM 
Stage of the Disease 
M1 ni mal Tuberculosis 
Moderately Advanced 
Far Advanced 
UPON FIRST ADMISSION 
Number 
1 
4 
5 
Length of Stay 
8 months 
6-17 months 
25-45 months 
Table II shows that one patient with a diagnosis of minimal tuber-
culosis stayed in the sanatorium upon his first admission for eight 
months, four patients with a moderately advanced diagnosis stayed in 
the sanatorium for periods varying from 6 to 17 months, and five with 
a diagnosis of far advanced pulmonary tuberculosis stayed in the sana-
torium for periods varying from 25 to 45 months. 
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TABLE III 
DISTRIBUTION OF PATIENTS BY TYPE OF TREATMENT 
RECEIVED IN THE SANATORIUM 
Type of Treatment 
Bed rest 
Pneumothorax 
Phrenic Crush 
Pneumolysis 
Thoracoplasty 
Lobectomy 
Streptomycin, PAS 
Number of Patients 
10 
1 
1 
3 
2 
3 
All the patients have been put on bed rest. The period of bed 
rest varied from patient to patient. Four of the patients were treated 
with pneumothorax. One patient was treated with pneumothorax, supple-
mented by a pneumolysis. Two patients had a stage II thoracoplasty 
and a lobectomy. In addition to bed rest, three of the patients received 
streptomycin. Two patients were treated by bed rest only. One patient 
not had a phrenic crush after pneumothorax did runction. 
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TABLE IV 
DISTRIBUTION OF CASES BY STAGE OF THE DISEASE 
AND CLINICAL STATUS UPON DISCHARGE 
Specified Clinical Status 
Stage of Disease 
Quiescent Arrested 
Minimal l 
Moderately Advanced 3 l 
Far Advanced 3 2 
Total 6 4 
Table IV shows that three patients with a diagnosis of pulmonary 
tuberculosis 1110derately advanced, and three patients with a diagnosis 
of far advanced tuberculosis were discharged in a quiescent condition. 
One with a diagnosis of minimal, one with IIIOderately advanced and tw 
with far advanced tuberculosis had the disease arrested upon discharge. 
This table shows that the medical status is not the only factor 
according to ldrl.ch the outcome of the disease can be foreseen. It 
shows that the patients with a far advanced diagnosis had a better prog-
nosis than those with a moderately advanced diagnosis. 
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PATIENTS 
ADMISSIONS 
PROBLEMS 
I Vocational 
Adjustment 
Overwork 
Finsncial 
Marital 
Family 
I Unknown 
I I I 
II 
I' 
P • previous 
C = current 
TABLE V 
DISTRIBUTION OF PROBLEMS PRIOR TO PREVIOUS AND CURRENT ADMISSION 
TO SANATORIUM BY INDIVIDUAL PATIENTS 
A B c D E F G H I 
p c p c p c p c p c p c p c p c p c p 
X X X X 
X X X X X X X X X 
X X X X 
X X X X X X X 
X X X X 
X X X X X X 
I ~T""~-~-"""-----~""~~~---"-"~-~~-~~-~--- ---~-~-~--------~-~~~~~------~ -~--~~-- --"~--~-----~---
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c 
X 
X 
X 
Total 
p c 
2 2 
2 7 
2 J 
3 5 
2 3 
6 0 
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In four instances where a problem area was found to exist at the 
time of the onset of disease it was also found to exist at the time of 
relapse. In the other six cases problem areas at the time or the onset 
or disease were unknown. Two patients with more than one relapse had 
difficulties with vocational adjustment on both previous and current 
admissions. Case D, who suffered more than one relapse, presented 
difficulties in family, marital, financial, and overwork. Family and 
financial problems were the most relevant area problems on both previous 
and current admissions. Overwork was a characteristic contributory 
factor in seven cases as indicated both by the patients and in the medi-
cal records, In two cases family problems were present on previous and 
current admissions. A lot of tensions were created around these areas, 
According to the personality conflicts and the emotional reactions 
the patients displayed, they can be classified as: (l) dependent; (2) 
self-drivers; and (3) mixed characteristics or both groups, 
II 
Four of the patients who fall into the first group displayed the lj 
II 
following characteristics: (l) strong intolerance of frustration, resent-11 
ment of what they regarded as hardships, and fear of losing support. 1: 
Three of the patients in the second group displayed a strong sense 
of duty and ambition for economic and social achievement. Two of them 
had lost their parents at a ;young age and suffered from rejection. As 
adults their aggressiveness was directed more toward themselves than 
against others. Feelings of resentment toward others, showed a need to 
impress others by their ceaseless work activity, 
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Three patients in this study seemed to have mixed characteristics 
of both groups. This classification was made on the strength of the 
striking characteristics the patients displayed. 
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CHAPTER V 
PRESENTATION Q! CASES 
The ten cases presented in this study illustrate the circumstances 
surrounding the onset and reactivation of the disease. 
They were selected to show the patients' social, emotional, and 
economic status at the time of previous and current admission to Rutland 
with the purpose of determining whether there were any similarities in 
circumstances surrounding the onset and reactivation of the disease. 
£!!.!. 1:,. Mrs.A. was readmitted to this hospital on August 9, 
1951 after being discharged on April 14, 1944. On her first 
admission on October 9, 1942, she was classified as a far 
advanced case of pulmonary tuberculosis with a right artificial 
pneumothorax which was discontinued in 1947. 
Upon her readmission, the patient's diagnosis was pulmonary 
tuberculosis stage II with a good prognosis. Mrs. A. refused 
the recommended bronchioscopy. She responded well to bed rest 
treatment and her condition improved considerably. She adjusted 
well to the hospital regime and developed a close circle of 
selected friends. She passed the time ~ite happily taking 
great care of her appearance. 
Mrs. A. is an attractive forty-year old colored woman who looks 
much younger than her age. She was diTOrced from her first 
husband during her first admission to the hospital. She remar-
ried after her discharge and is now in the process of getting a 
divorce from her second husband. She has one daughter from her 
first husband, ~o is married to a doctor. Mrs. A. is on very 
good terms with her stepson. 
Her life history shows that she consistently sets up high 
standards for herself which she cannot meet. She is unaware of 
this pattern of behavior. 
Mrs. A. describes her first breakdown as occurring when she was 
rundown and worried over her problems. Her husband, who was 
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wealthy at marriage, had lost his property, a point which 
Mrs. A. was reluctant to discuss, The financial difficulty 
was one of the reasons for the marital rift, and Mrs. A, 
very much resented the resultant hardships. She felt miser-
able, could not support herself and depended upon her rela-
tives and friends. 
Between her first and second admissions to the hospital, 
Mrs. A. was employed as a salesgirl in a Blll8l.l select shop 
to which she is reluctant to return, 
Mrs. A. had sOJile awareness about the circumstances associated 
with her breakeown, She said she had the same sort of troubles 
with her second husband who was no good either. She went to 
live with friends for whom her first husband had done a great 
deal and they owed her something in return. After a while 
Mrs. A. realized that it was not the right place for her as 
she felt too obligated to them. It was at that time that she 
went to work which, she said, was probably too much for her. 
At present Mrs. A, is quits concerned about her plans for the 
future. She seems to be reluctant to discuss vocational 
training and does not utilize the suggested help from the 
rehabilitation director, She continues to think in terms of 
depending on friends after discharge and is attracted by the 
possibility of living with her stepson, 
She has been getting help from the social worker who contacted 
the Legal Aid Society regarding a divorce from her second 
husband frOJil whom she also demands financial support, 
The onset of Mrs. A, 1s symptoms coincides with the sharpening of 
her marital conflict which she felt was based upon economic insecurity. 
Throughout her life this patient has tried to secure social status, 
depending upon others to provide for material needs. The patient became 
fearful when faced with the loss of security, status and support. The 
second breakdown took place under similar circumstances. The patient 
shows inability to cope with her problems and her resentment towards 
hardships which she tries to avoid. 
£!!:!!! ~· Mrs. B. was readmitted to this hospital on January 15, 
1952 after having one previous hospitalization on March 15, 
1949, when she stayed until July 30, 1951. 
Mrs. B.'s illness was revealed by a private physician whom 
she consulted because she felt fatigue and general weakness. 
This happened shortly after she gave birth to a baby girl who 
is now three years old. 
Upon her first admission the patient's diagnosis was classified 
as pulmonary tuberculosis stage III. The patient responded very 
well to treatment (bed rest and pneumothorax) and hospital life 
and was discharged on July .30, 1951 with a diagnosis stage III 
arrested. 
Mrs. B. is a young woman in her thirties who came to this country 
from South America eight years ago, shortly after her marriage 
to an American Naval officer. She is the oldest of four children. 
Her parents have a well established social and economic position 
and they gave their children a good education. Mrs. B. was 
employed as a secretary until her marriage. Upon her arrival 
in this country, Mrs. B. went to live with her in-laws. Her 
husband has been overseas most of the time, coming home only 
once or twice a year on leave. However, he insisted that she 
stay with his parents although she could not adjust herself to 
them because of the great difference in cultural background and 
religion. Her husband, W:lom she married for love, satisfied 
only her financial needs but paid no attention to her need for 
love and affection. He could not break away from his mother 
and refused to establish a home of their own. Mrs. B. was not 
accepted in his family and felt lost in the strange environment. 
She strived to occupy her mind ~ throwing herself into factory 
work, to lihich she was not accustomed. She stopped working 
when she learned about her pregnancy. 
Mrs. B. 1s opinion about her first breakdown seems to be charged 
with a great deal of resentment toward her in-laws and husband, 
who forced her into a life of "slavery." Mrs. B. expressed 
great feelings of guilt toward her own family, who were against 
her marriage. She thinks that her marriage is a failure and 
agrees with her in-laws that her husband should have married 
a girl from his own social class and cultural group. The patient 
pointed out her higher standards of living and stressed the fact 
that this was usually the main cause of friction in the family. 
She guessed she did not belong there. She couldn't admit her 
mistake to her parents because of her intense pride. She had 
nobody with whom to share her feelings as she has never told 
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her parents about her illness. Her attanpt to adjust to her 
in-laws was fruitless and even when she accepted their religion 
it did not make any impression upon them. She could not stand 
the situation in the home, and she thinks that her unhappiness 
and conflict over her failure in marriage "pushed" her into 
illness. 
She said she felt as if she had been reborn in the hospital. 
She felt like a human being again. Here she got affection and 
reassurance about her right to freedom. Upon discharge, follow-
ing her first admission, she had been reluctant to go back and 
live with her in-laws and she felt that the circumstances under 
which she would have to live would lead to a second breakdown. 
She did not consider herself cured completely but knew that the 
arrested disease might be reactivated if she did not take care 
of herself. The patient admitted she was not surprised when on 
a checkup here in the hospital she was told about the reactiva-
tion of the disease. She said she felt humiliated the way her 
in-laws reminded her to take precautions against infecting 
others and requested her to wear a mask. She also felt deprived 
of her right to bring up her child the way she wanted, although 
she had very little to say in this regard. 
The patient's concern at present is to establish a home of her 
own or leave her husband, toward whom she is very ambivalent. 
She still has some feelings for him but cannot accept his heavy 
drinking or Mugh manners. Mrs. B. made up her mind to present 
this problem to her husband when he comes home on leave. She 
seemed to be very definite about her decision but was not too 
sure how to go about it. She thought she might need the help 
of her family in South America but would not dare to tell them 
anything about her troubles as this would destroy her pride 
completely. 
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;I I: On both first and second admission patient appeared to be confronted! 
with marital and family problems which created a great deal of emotional 
tension. The unsuitability of the surroundings in which Mrs. B. lived 
and to which she returned after her first discharge from the hospital 
was an important factor in her breakdown. Other important factors were 
Mrs. B.'s inner conflicts, particularly about her relationship to both 
her parents and her husband. She was also very ambivalent toward her 
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'.I parents and her husband and .feared losing the support and affection of 
I • 
lj both. Mrs. B. verbalized her understanding of the cause of her conflict, 
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!j and she was looking .for help to work through her .feelings. II 
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1 £!!!. Q. Mr. C. is a thirty-three year old single man. He was 
! readmitted to the hospital on January 4, 1952. His first admis-
sion dates back to October 7, 1947, wllen he was diagnosed as 
pulmonary tuberculosis stage II, with a .fair prognosis. His 
treatment consisted of pneumothorax on the left supplemented 
by pneumolysis with apparent good results. Pneumothorax was 
continued until discharge on April 1948. Upon discharge the 
patient's condition was ronsidered excellent and he was advised 
to rontinue with pneumothorax. He was discharged with a .final 
diagnosis of tuberculosis of lungs, moderately advanced. 
The patient's parents died when he was a young boy and he was 
brought up by his cousin in whose business he worked as a 
bookkeeper. Upon his discharge the patient returned to work in 
the same business until he suddenly had to take over the manage-
ment of the business after the death of his cousin. The patient 
stated that his second breakdown is based on "worries" due to 
the sudden change of his job and the difficult situation he had 
to cope with in having to please all the relatives who were 
partners in the business. The patient .felt responsible to his 
cousin's wife who is the legal owner of the business. He stated 
that until the death of his cousin he felt well and was leading 
a very comfortable life. He had no economic worries and was 
well accepted socially. Since managing the business he has not 
had any leisure time and has neglected all his social contacts. 
The patient feels that in a way it is"good that it happened" 
(meaning the breakdOwn) as he now has had enough time to think 
over the situation and together with his relatives now can make 
a sound plan .for the future management of the business. "They 
now learned how to appreciate my work, 11 he said. 
On the surface the patient appears very cheerful. He thinks that 
everything has been organized in the business so that each part-
ner knows where he stands. The patient has no financial worries. 
He has a car of his own and plans to go .for a vacation to Florida 
after his discharge from the hospital. 
The patient gives the impression of being too optimistic a per-
son with something effeminate in his manner of speech. "Every- 1 
thing is fine and under control. • He speaks in the same way 1, 
about his good chances of recovery • ••• there is very little 'I ~=~=~-= 
wrong in my right lung. I decided to follow the doctor's recom-
mendation until I get well and this time I will make sure to 
retain my health." He expresses complete satisfaction with 
'1 his ability to manage his business affairs. "Everything is 
lj' now settled and I won 1t have to worry anymore. 11 There is a 
1 question as to the genuinesness of his expressions and whether 
1l this kind of thinking would not lead him to further disappoint-
1: mente. 
~~ This case shows how the relapse coincided with the patient • s 
I emotional strain experienced after the death of his cousin upon whom he 
' 
'I apparently was very dependent. Patient 1 s resentment toward imposed 
' responsibility was not overtly expressed. The new responsibilities 
were directly associated with patient's overwork to which he was not 
accustomed and which deprived him of the pleasure he derived from his 
lr social contacts which he had to give up on account of his increased work. 
i 
' Case D. Mrs. D. was readmitted to this hospital in September 
1951,-with a diagnosis of pulmonary tuberculosis moderately 
advanced. Mrs. D. was hospitalized on a previous occasion in 
March 1948, and left on August 30, 1948; her condition was at 
that time considered quiescent. 
The onset of the disease dates back to June 1946, when she was 
admitted to a sanatorium in New Hampshire with a diagnosis of 
active pulmonary tuberculosis. The treatment at that time 
consisted of pneumothorax and phrenic crush. She left the 
sanatorium on her own accord in December 1946. She continued 
to rest for six months and then with the doctor's permission 
took up her work as a waitress. 
Mrs. D. is a thirty-two year old woman. She was married in 
1935 to a man with whom she had four children. She did not , 
get along well with her husband and after numerous separations 
obtained a divorce in 1943. The children remained in the 
custody of the husband. At that time Mrs. D. was working as 
a waitress and refused to accept help from her family. 
Mrs. D. claims that her first breakdown took place when she 
was faced with many marital problems and confronted with a 
very difficult economic situation due to her partial separa-
tion from her husband. 
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After her discharge from this hospital in June 1948, Mrs. D. 
returned to work as a waitress. She had a number of head and 
chest colds in the spring of 1949 and in August, 1949, became 
pregnant. Since that time Mrs. D. was not seen by her physician 
until September 1950, when the baby was five months old. At 
that time Mrs. D. was resistant toward hospitalization as she 
was reluctant to leave her illegitimate baby girl under the 
care of the Division of Child Guardianship. Mrs. D. sta;red 
with her mother in Florida until December 5, 1951, when the 
x-rays taken by her physician showed a cavity formation in the 
left upper lobe. Mrs. D. was immediately admitted to this 
hospital. 
Mrs. D. was very bitter about the placement of the baby under 
the care of the Division of Child Guardianship and expressed 
great unhappiness about her isolation from the child and lack 
of information about the child's welfare. The social worker 
helped Mrs. D. to work out the problems regarding the child 
toward whom she seemed to have a great deal of feeling, She 
herself admitted that it was not so easy to give up the four 
children of her first husband and now to be deprived of taking 
care of this child. She pointed out that at the time of her 
first breakdown she was very much upset about her loss of the 
children and it was very hard for her to come to terms with 
her own feelings, While discussing the present situation re-
garding her illegitimate child, Mrs. D. never mentioned the-
father of the baby. 
Mrs. D. is very depressed and unwilling to express her feel-
ings to the doctors and other hospital personnel. Social 
service was given on a supportive basis. Mrs. D. was helped 
to work through her feelings toward her child regarding the 
placement in the foster home and contact with the Division pf 
Child Guardianship is being continued. Her adjustment to 
hospital life and response to treatment are poor. She is 
pessimistic about treatment and does not believe she will be 
able to retain her health without running into relapses. 
There is nobody to support her and she has to work hard to 
make a living. She cannot do any other work besides waiting 
on tables, a job which she likes very much. Her father has 
been in the restaurant business for years and she too is used 
to it. She would not listen to any suggestions from the re-
habilitation director about vocational training. She likes to 
work hard and always worked harder than any other member of 
her family. Living under such circumstances, Mrs. D. said, 
she cannot be too hopeful about her chances of remaining 
well. Knowing the hazards connected with a long hours 
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job, she feels very pessimistic about her future. She plans 
to stay with her mother after discharge from the hospital 
but do it for an indefinite period of time as her mother can-
not support her. 
1: 
The problem in this case is a difficult personality conflict aggra- 1: 
' ij vated by an unhappy marital situation. The difficult economic situation 1: 
11 is also partly a result of Mrs. D.'s personal maladjustment in life. '1, 
I, 
jl It is characteristic that the onset of the illness as well as the follow- li 
ing two breakdowns coincided with difficult life situations of a similar II 
nature. Both times, Mrs. D. was having conflicting feelings toward li 
! men. One certainly cannot eliminate the external factors, but from II;,,· ..
i the case history there seems to be enough evidence of emotional factors 
I 
11 which contributed to the breakdown. 
'II Case E. Miss E. was readmitted to this hospital in March 1949, 
1
1 following an examination 11/hich revealed an extension of pathology. 
ii Chief present complaints are: dyspnea, anorexia. The diagnosis 
it is: pulmonary tuberculosis stage III, prognosis unfavorable. 
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Miss E. has a history of tuberculosis beginning in 19.3.3 when on 
a routine school examination tuberculosis of the lungs was 
found. She has had several admissions to the North Reading 
Sanatorium and from 19.36 - 1941, Miss E. was under regular medi-
cal supervision and retained her health. In June, 1941, follow-
ing a hemoptysis, she was advised to enter a sanatorium. On 
August 3, 1941, Miss E. was admitted to this sanatorium for the 
first time and stayed until November 22, 1945. She then was 
permitted by the medical staff to go home and resume her bed 
rest treatment. Her condition was classified as "imProved." 
She rested at home until 1948 and then began to work as a 
clerk. She stayed on her job until the last readmission in 
1949 when she was advised to re-enter the hospital. 
Miss E. is a young, single woman of twenty-eight. She is the 
eldest of three children. Despite the early onset of the 
disease at the age of 9, Miss E. succeeded in completing her 
high school studies with the help of visiting teachers. She 
was known as a brilliant student. She showed an unusual 
interest in reading and writing and was very ambitious in 
her school achievements. 
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The family members were regularly checked and found to be well, 
although Miss E.'s father died of tuberculosis several years 
ago before her last breakdown. She thinks her father was in-
fected from her as he was always a healthy man. Miss E. felt 
it was not safe for her to mix with healthy individuals during 
the interval between her discharge in 1945 and 1949 as her 
sputum was at that time positive, 
Regarding her breakdowns, Miss E, felt that she herself had to 
be blamed. She thought her breakdown in 1941 was due to her 
reluctance to stay out of school despite the severe cold she 
had at that time. She did not want to miss the approaching 
examinations. She admitted that school meant much to her and 
she made quite a point of education, Miss E. attributed her 
second breakdown to the unsuitable working conditions. It 
probably was too much for her to go to work outside the home 
because of her shortness of breath and difficulty in walking. 
Miss E. expressed strong feelings about her limitations in 
her social adjustment. "I have always had my lunch in the 
office, isolated from the heal thy individuals as my sputum was 
positive. I had my own cup and was very careful not to touch 
anybody 1s things." Her constant fear of infecting others was 
too much of a burden to her. Miss E. feels that hospital life 
in a protected environment is more suitable for her than the 
community where she is in no position to compete with others. 
She takes her illness quite philosophically and gets a great 
deal of satisfaction from the hospital activities; such as, 
participating in the hospital newspaper and other educational 
programs. Miss E. states that she would not agree to go home 
and live with her mother unless she could earn her own living, 
On the other hand, Miss E. is willing to discuss the possibili-
ties of her adjustment to life outside ·of the hospital and 
thinks that a few hours 1 work at home as recOllllllended by the 
medical staff would be the best solution for her. The problem 
remains as to how to sec~e an adequate income from a few 
hours' work, and that is why Miss E. prefers to stay in the 
hospital. It is also the opinion of the doctors that Miss E. 
should remain in the sanatorium because of her unfavorable 
prognosis, 
This case shows the reactions toward illness of a chronic tuber-
culous patient who, on the surface, seems to have accepted her fate as 
something "one can't do anything about." 
The unsuitability of the conditions under which she worked prior 
to her last breakdown caused a great deal of tension in her. The 
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constant fear or infecting others plus the low work tolerance was a 
contributory factor in her last breakdown. Miss E, 1s ambition for 
educational achievement seemed to be a characteristic feature present 
since her childhood. One of her breakdows in 1941 Miss E. attributes 
to the neglect of a cold because of an approaching examination. 
~ f.. Mr. F, was admit ted to this hospital for the third 
time on December 21, 1951 with positive sputum. The history 
of his illness dates back to hospitalization at the age of 6 
at the Westfield State Sanatori\1111, Between 1921 and 1932, 
Mr. F, had five admissions to Westfield Sanatorium. The 
diagnosis at each time was childhood tuberculosis. 
Patient was admitted to Rutland Sanatorium for the first time 
in May 1939, with a moderate degree of infiltration and cavita-
tion above the first rib on the right and infiltration in the 
area of the first rib on the left. Following a thoracoplasty 
_performed on the left side in 1940, Mr. F. was discharged on 
July 27, 1941 with a diagnosis of pulmonary tuberculosis, far 
advanced, quiescent. On September 27, 1949, Mr. F. was admitted 
for the second time and on April 3, 1950, a segmental resection 
of the left lower lobe was carried out with apparently good 
results. On February 23, 1951, Mr. F. was discharged, with a 
guarded prognosis after a thoracoplasty on the left and a left 
lower lobe resection at the Massachusetts General Hospital was 
performed. 
Mr. F. is a thirty-six year old man. He is married and has a 
wife and four children, twins five years old and a boy seven 
years, and a six-months old baby. Mr. F. lost his mother at 
the age of six and was placed in the care or the Division of 
Child Guardianship under which he remained until the age or 
eighteen. He left school at the end of the first year or high 
school but does not remember how old he was at that time. 
Patient was very much interested in radio engineering and 
through self-education acquired a good working knowledge in 
this field. Patient was very ambitious as far as his educa-
tion is concerned and wanted to complete his academic studies 
by taking evening courses. 
Between the period of discharges fram Westfield Sanatorium, 
Mr. F, was placed in farm foster homes. At the age or eight-
een he went to work and was able to hold several jobs and 
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provide for himself. After his last discharge from Westfield 
Sanatorium in 1932 patient stayed there and worked on repair 
jobs in which he succeeded ver.ywell until 1939 when his 
disease was reactivated. 
Between his first and second admission to this hospital 
Mr. F. went to work in a radio department store and later 
went into partnership with another man to establish his own 
radio store. Apparently, he did well until he began to 
install television sets. Patient states that climbing the 
roofs was too much for him and thinks that this was the 
reason for his breakdown. Following his discharge on Febru-
ar.y 23, 1951, Mr. F. was advised not to resume any physical 
work for more than two hours daily before the first checkup 
at this institution. In order to provide an adequate living 
for his family, Mr. F. worked more than eight hours daily for 
the last ten 1110nths. 
Patient expresses a great deal of bitterness about his numer-
ous returns to the hospital. Mr. F. felt resentful about the 
way he was treated after each discharge from the Westfield 
Sanatorium and felt that his frequent readmissions were due 
to the hard work he had to perfonn in the !ann foster homes 
to which he was sent by the Division of Child Guardianship. 
According to his opinion such a placement was not appropriate 
at all for convalescent patients of tuberculosis. Mr. F. 
linked up the childhood history with his present situation 
and tried to explain the reasons for his high ambitions in 
life and his tremendous drive for financial security. He wants 
to make up to his wife and children what he himself missed all 
his life. He did not admit that his frequent relapses were to 
a great extent due to overwork. His own interpretations of 
his relapses are based on the rather advanced stage of tuber-
culosis, his economic insecurity, the nature of the disease 
and his proneness to colds which contribute to the reactiva-
tion of his illness. He based his feelings of insecurity on 
the constant though unconscious fear of relapses. His verbal-
ization: "Although you know how to take care of yourself and 
adjust to the physical limitations, there always remains in 
the back of your mind the fear that there is a:>mething you 
have to watch out for, that you are not sure what might happen 
to you the next day. 11 He admitted subsequently that his ambi-
tions were a part of his personality make-up and is aware of 
his drives but does not believe he would be able to work less 
as he would hate to see his children not provided with every-
thing. He pointed out his present feeling about his family 
and asked how he possibly could respond effectively to treat-
ment when he is not sure whether his wife has enough food in 
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the house. Mr. F. described himself as a very devoted and 
conscientious husband. One thing, he said, keeps him going 
and that is his wife's loyalty to him. The necessity to 
accept dependence on public assistance caused a great deal 
of anxiety in Mr. F. He attached to it the idea of personal 
failure in fulfilling his obligations to his family, However, 
he was greatly relieved when he was helped by the social worker 
to obtain ADC. 
He felt that his ambitions to achieve financial security could 
be modified if his geographical environment could be changed 
and found that Florida with its mild climate would be much 
more favorable for his health as far as his frequent colds 
are concerned. Mr. F. also had in mind to set up some business 
there which would secure better working conditions. 
His desire for achievement in life is associated with the desire for 
He verbalizes an \lllderstanding or his tremendous 
Overwork, feelings of economic insecurity due to the fear of 
relapses, seemed to be one of the characteristic factors coinciding with 
his breakdowns. 
Case G, Mr. G, was admitted to this hospital for the third time 
on August 27, 1951, with a diagnosis of pulmonary tuberculosis 
and involvement or the kidneys. 
The onset or the illness dates back to January 1943, when he 
was given a diagnosis of pulmonary tuberculosis stage II with 
a guarded prognosis. Treatment consisted of bed rest, strepto-
mycin and PAS. 
Mr. G. is a twenty-five year old Negro. He is the youngest or 
seven children. Illegitimately born, the alleged father with 
whom Mr. G. is apparently on good terms, admitted paternity but 
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never supported him. Mr. G.'s mother died in 1931 when he was 
five years old and he was then admitted to the Division of 
Child Guardianship. At that time, Mr. G, was very disturbing 
at school, ran away from his foster home and was a constant 
bedwetter. In 1936 there was a report of stealing and Mr. G, 
was placed under the Farold Braadbof the Massachusetts Train-
ing Schools. Mr. G. seemed to have benefited greatly from the 
good relationship which he established with the parole visitor. 
He made a very good school record and his contacts with boys 
in the group were outstandingly good. He became very ambiti-
ous in the field of education and sports and was determined to 
continue with his studies in college, "1 must make a good 
record." Since his first discharge from the hospital Mr. G. 
has been working on various odd jobs with long -working hours. 
After his first discharge in June 1944, he had a job in a 
boys' camp for a three-months' period and later on worked in 
mills for only a short time. He then had a job lasting one 
and one half years in a poolroom and bowling alley. Following 
discharge in 1949, he stayed with his sister for six months 
and later lived in a boarding house. He had a job as a shipper 
in a wholesale house working until July 30, 1951, when his 
last breakdown occurred following strenuous physical exertion. 
He also engaged in various sports without regard for his 
physical limitations. 
His reason for doing hard physical work was that he needed to 
make a living. He blames the community for lack of under-
standing of tuberculous patients in that it provided unsuit-
able jobs for him. 
Mr. G, sets very high goals for the future. Financial security 
means a lot to him. Mr. G. is not consistent in his plans 
regarding education and is rather confused as to the choice of 
training he wants to undertake. When his health improved, 
Mr. G. was helped to work through his feelings regarding the 
possibility of entering the Rutland Training Center where he 
could learn a vocation and gradually be prepared for a normal 
life in the community. 
Mr. G. feels that he is now on the road toward making a good 
adjustment to nonnal conditions as there is something which 
stimulates him to think hopefully about the future. Mr. G, 
now has a girl friend who is the daughter of the owner of 
the boarding house in which he ,lived before his last admis-
sion to the hospital. 
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Mr. G. repeated several times the phrase "as I say, the emo-
tional part is definitely 90 per cent very important in treat-
ment; it is gpod to know that someone thinks about you and 
comes to see you regularly." 
Mr. G. decided to stay in the training center until he is 
restored to normal life and was quite concerned with his 
vocational training so that he could secure an easier and 
more promising job. Mr. G. also e:xpressed great concern about 
the prevailing attitude in society toward tuberculosis. 
"There is a kind of stigma attached to the disease like 
'leprosy' and other contagious diseases." He himself feels 
quite comfortable in his circle of friends but is always 
careful in meeting new people. 
Mr. G.'s resentment expressed in regard to the community's attitude 
toward tuberculosis is related to the repercussions of the illness in 
social, economic and occupational areas. Mr. G. demonstrates his re-
sentment toward his physical limitations through overwork and undue 
engagements in sports. His choice of hard jobs involving long working 
hours is also based on the need to provide an adequate living for him-
self. His reason for not being able to secure an easier job is lack 
of a vocation. Mr. G. emphasizes the need for love and affection as a 
very important factor influencing the recovery and adjustment to normal 
life. Overwork seems to coincide with both previous and current break-
downs. 
case H. Mr. H. was admitted to this sanatorium on August 21, 
1951,-with a diagnosis of moderately advanced pulmonary tubercu-
losis after having been at this sanatorium on two previous 
occasions. 
The onset of the disease dates back to September 9, 1947, when 
on an x-ray examination at his place of employment an active 
process of tuberculosis was discovered. As a result of 
tuberculosis meningitis, contracted in 1948 while in the 
hospital, Mr. H. is totally deaf. He has had thoracoplasty 
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on the left lung and a right upper lobectomy performed at 
Massachusetts General Hospital December 13, 1951, with good 
results and a good prognosis. 
Mr. H. is a twenty-nine year old veteran of the canadian Army 
who is at present receiving a 100 per cent disability pension 
for both his pulmonary tuberculosis and his deafness. 
Mr. H. contracted his tuberculosis in the army as evidenced 
by x-rays taken at the time of his discharge which showed a 
spot on one lung. At that time nothing was done about Mr. H. 1s 
condition. Mr. H. came to this country in 1947. He is married 
and seE!IIIS to be very much in love with his young wife who works 
in the same company in which he was employed. Mr. H., who on 
the surface appears rather cheerful, expresses strong feelings 
of resentment and blames the doctors for the multiple surgery 
he has had to undergo. He does not trust the doctors and 
explains it by the fact that he was not told enough about the 
nature of the illness and its repercussions. 
Mr. H.'s wife felt that this was the reason for her husband's 
resistance to the hospital and his constant wish to return 
home. It turned out that the reason for his dissatisfaction 
with hospital life was his feeling about his wife, with whom he 
was very much in love. Mrs. H. admitted frankly to her husband 
that she was going out with other men and having a good time. 
She did not think her husband minded it and she showed him a 
great deal of affection and visited him regularly each week. 
Mrs. H. seemed to have encouraged her husband's resentment 
toward treatment and to have stimulated his wish to come home 
while he was awaiting surgery. 
Mrs. H. described her husband as rather childish, who liked to 
stay at home even when she went to work and to watch the birds 
and the dog. Mrs. H. did not indicate any understanding of her 
husband's feeling regarding her conduct and did not realize 
that his resentment and response to treatment might have been 
associated with his feelings toward her. Mrs. H. seemed to be 
disturbed by her husband's lack of education, since she herself 
graduated from high school and has a clerical job. It is 
Mrs. H.'s opinion that her husband should devote his time in 
the hospital to studies, but Mr. H. wuld prefer to learn lip-
reading, which will enable him to adjust to his deafness. He 
has been unable to use a hearing aid so far and was not ready 
to make any effort to use it. In spite of the fact that his 
surgery was successful, Mr. H. was afraid of complications 
and expressed fears in a joking way saying "They will probably 
have to cut out another piece as I again have a funny wheezing 
sensation in my chest." I 
~ 
II 
II 
II 
I I 
Mr. H. spoke boastfully alx>ut his good health before his ill-
ness. He had always worked very hard and never learned a 
vocation as he was the eldest of the many children in the 
family. He is not used to study and does not like it. He 
can't accept his wife's suggestions and live up to her expecta-
tions. 
The fear of deformity which Mr. H. expressed, anxiety about being 
"cut again, 11 loosing another part • of his body, and becoming deformed 
followed Mr. H.'s disappointnent with the results of the thoracoplasty. 
It was due to the expectation that he would find himself completely 
cured from tuberculosis after the operation. 
Mr. H. 1s complaints about the lack of explanation on the part of the : 
! 
I doctors regarding the nature of the surgery and his actual reactions to 
the treatment process indicate how important it is to consider patients 
feelings when preparing them for surgery. 
Mr. H.'s reactions to surgery were associated with his feelings 
I about his wife who did not understand the meaning of the illness to her 
I husband. Instead of reassuring him about his adequacy as a man, she did 
' the opposite by going out with other men and joined her husband only in 
the negative aspects of blaming the hospital for the prolonged treatment. 
' l I This case shows how much the lack of understanding by the patient 1 s 
, family (wife) influenced his reactions to treatment and the adjustment 
' 
to the illness. It impairs the patient 1 s ability to make sound plans 
regarding future adjustment to normal living. 
Mr. H. seemed to have mixed feelings about his surgery. In spite 
I of his resentment 
! 
toward it, he apparently was in a hurry to get better 
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and wanted to have "something done" ldrl.ch will hasten the process of 
his recovery. His restlessness, therefore, when surgery did not bring 
an immediate cure can be more easily Understood. 
~ !· Mr. I. was readmitted to this hospital on July 4, 
1950, because of an increase in productiveness, coughing and 
loss of weight. His first admission dates back to September 1, 
1948. His diagnosis at that time was minimal pulmonary tubercu-
losis, His tuberculosis was discovered when he went to a 
private physician because of his run-down condition. Upon his 
first admission Mr. I. was put on bed rest and streptomycin 
treatment. He was made ambulatory on May 5, 1949 and was 
discharged in December 1949, with the clinical-process arrested. 
Upon his readmission Mr. I. was 
cooperative, resigned patient. 
not sleep well. 
described by the doctors as a 
His appetite was poor and he did 
Mr. I. is a forty-two year old single man. He is a pale and 
emaciated looking man with a rather expressionless face. He 
comes from a poor family. Mr. I.'s father died of heart 
disease when patient was five years old. Mr. I. began to work 
as a painter at the age of fifteen and since then supported 
his mother to whom he was very attached. Mr. I. has a younger 
brother who is married and lives in another state. The only 
sister Mr. I. had also died of heart disease leaving behind 
three children. Since the death of his mothe; which took place 
twelve years ago, he found it very hard to adjust to his lone-
some life. He took to drinking quite heavily but never was 
out of work. He was tired of eating in restaurants and living 
in rented rooms. He had no special interests in life and led 
a very unhappy life. 
During the period between his discharge and second breakdown, 
Mr. I. worked at his old job as a painter and put in eight 
hours' work daily. His appetite was poor. He began to lose 
wight after several months and he felt that there was something 
wrong with his stomach. He associated his stomach troubles 
with his drinking and blamed himself for not being able to 
give it up before the onset of the illness. He explains his 
need for drinking by his wish to feel "happy. 11 He thought it 
would make him happy and acquired this "bad habit" from friends 
with whom he was going out. He had to follow their example if 
he wanted to be accepted in their group. Mr. I. thinks that 
his second breakdown was due to his poor appetite and, as a 
ii t==--=== 
result, the rapid loss of weight. "There is nothing wrong 
with my lungs, it is my 'gastric system' that bothers me. 11 
Mr. I. can't figure out what is wrong with his stomach either, 
as according to the doctor's opinion, the x-rays and various 
laboratory tests do not show anything. He thinks that he 
belongs in a general hospital but can't be admitted there 
because of his tuberculosis. Mr. I. did not show any interest 
in future plans, was very apathetic and resigned to his ill-
ness. He did not express any anxiety as to his possibilities 
of work after discharge. 
Mr. I.'s run-down physical condition and difficulty in coping with 
his emotional life coincided with the onset of the disease. This case 
justifies the point that it is more important to consider the kind of 
person who has the disease, not only the clinical condition, in order 
to predict the outcome of the disease. 
Mr. I.'s past drinking history and his poor emotional and social 
I !I adjustment seem to affect his physical and mental status. It is not 
li 
i known to what extent Mr. I. 1 s drinking contributed to the onset of the 
I disease and still has its repercussions on the present poor prognosis. 
II Overwork seemed to be a contributing factor to the second breakdown. 
I ~ l· Mrs. J. was admitted to this hospital for the second 
1 time on September 12, 1951, having previously had an admission 
1 to another sanatorium in May 1948. Her diagnosis was pulmonary 
1 tuberculosis far advanced. She had a stage II thoracoplasty, 
affecting the upper six ribs of which four were removed in 
April 1950. She was discharged from the sanatorium in April 
1951, as quiescent. Upon her readmission to this hospital 
a cavity at the right apex was revealed and the need for surgery 
was taken into consideration. 
Mrs. J. is a young Catholic woman of thirty-four, is married 
to a Protestant and has four children, three boys aged fifteen, 
nine and three, and a girl twelve years old. She comes from 
a large family of nine children. Two of her siblings are 
placed in a mental state sanatorium. Mrs. J. herself has been 
suffering from asthma since the age of twelve. Her mother · 
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died of hypertension and dropsy. Her father, sixty-five years 
old, is living and well. There is a histor,y of tuberculosis 
in her husband 1 s family. 
During the period between her discharge from the previous sana-
torium and her readmission, Mrs. J. had a hard time with her 
financial difficulties and complicated marital situation. Her 
husband, who worked as a fisherman, was not employed full time 
and did not earn enough to support the family. In addition to 
this he continued to maintain an intimate relationship with 
another woman whom he learned to know while Mrs. J. was in the 
hospital. This kind of situation seemed to have aggravated 
Mrs. J.'s condition and intensified the old marital conflict 
bas.ed upon the difference in religion. This situation also 
created many problems between the parents and the children. 
Mrs. J. accused her husband of mistreating the children and 
expressed a great deal of anxiety about the welfare of her 
oldest son whom her husband used as a weapon against her. 
Mrs. J. expressed a great deal of anxiety over her feelings of 
guilt regarding the Roman Catholic Church from which she be-
came estranged since her marriage and which she missed very 
much. 
Her resentment toward her husband became so intense that she 
could not tolerate it any longer. In order to come to terms 
with her inner oonflict, Mrs. J. tried to justify her husband's 
unfaithfulness toward her by his being fed up with her prolonged 
illness. The desertion was a blow to her feelings of femininity 
and she attempted to deny it. Upon her readmission she was in a 
state of confusion and could not respond to treatment. She 
expressed her hostility toward her husband in a disguised form 
by putting her major emphasis upon the worry about her children 
whom her husband left while he went to live with the other woman. 
Her immediate worries about the children were relieved when 
she learned f~m the social worker that they were taken care of 
by her relatives. She gradually became more relaxed and was 
able to express openly her hostility toward her husband. She 
seems to be very ambivalent toward him and cannot make any 
decisions as to her returning to him after discharge from the 
hospital. Her approach to the situation seems unrealistic 
as she does not consider her husband's feelings toward her and 
his willingness to come back and live with her. 
Mrs. J. was helped by the social worker to work through some 
of her resentmsnt toward her husband. The social worker is 
also continuing the contacts with the district office and 
S.P.C.C. regarding the welfare of Mrs. J. 1s children and her 
family. 
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Mrs. J. shows inability. to deal adequately with her aggressive 
impulses which existed a long time before the onset of the disease. II 
II 
The marital confiict was present on both the first and second admis-11 
sions to the hospital. However, it seemed to be more aggravating to !I 
Mrs. J. upon the second breakdown because of her husband 1 s unfaithful- II 
!I 
ness to her. Financial difficulties and worry over the children coincide~ 
with the second breakdown. There was no information as to the presence ll 
of these factors prior to first hospitalization. There is enough evidenc~ 
II 
of the interrelatedness between the complicated reality situation and 
Mrs. J. 's emotional reaction toward it. 
CHAPTER VI 
SUMMARY ~ CONCLUSIONS 
This has been a study of ten tuberculous patients who suffered 
relapses and were hospitalized at Rutland State Sanatorium. The writer 
attempted to study the factors which oontributed to the relapses of these i1 I 
'I patients. An attempt was made to find similarities in circumstances li 
I during the onset and reactivation of the disease. The findings were base~ 
upon the patients' point of view and the writer's impressions in terms 
of the events and circumstances under which the relapses occurred. 
In the selection of the material for the study, those patients who 
had a major disease other than tuberculosis were omitted because this 
would have confused the issue regarding the validity of the factors 
inherent in tuberculosis. All of the cases studied had two or three 
admissions to the hospital. The analysis of the cases was based on a 
study of the emotional, social, and economic aspects. Because of the 
nature of the disease and its repercussions on the total life situation 
of the tuberculous patients and their families, special emphasis was put 
on the type of personality affected by the disease. Special emphasis 
was also put on the relation of the life situation to the onset of the 
disease and the second and subsequent breakdowns. The reactions toward 
adverse external conditions were compared during each breakdown. 
It was found that the emotional reactions of the patients to the 
illness were interrelated with the type of personality they displayed, 
According to the personality characteristics and the pattern of behavior 
the patients were classified as (l) dependent; (2) self-drivers, and 
(3) mixed characteristi?s of both groups. 
It was found that four of the patients who fall into the first 
group displayed a strong intolerance to situations which were threaten-
ing to them. They expressed a great deal of anxiety over the loss of a 
supporting figure, As patients they responded well to treatment and 
established a good relationship with the hospital staff and other 
patients. With two of them the onset of the disease as well as the 
relapse coincided with the presence of marital and family problems. 
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Three patients of the second group displayed a strong sense of duty jl 
I, 
and ambition for economic and social achievement, their aggressiveness 11 
I 
was directed more against themselves than against others. They attempted 1: 
to blame the community for lack of understanding of their needs and un-
suitability of jobs they were holding. This was associated with the 
overwork which coincided with the breakdowns. The emotional reactions 
of these patients were interrelated with social and economic factors. 
Also the fear of relapses and the stigma which is attached to tuberculous 
patients was a source of emotional tension present during each breakdown. 
Three of the patients studied seemed to have mixed characteristics 
of both groups. This classification was made on the basis of the out-
standing characteristics the patients displayed, 
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Marital problems of a disturbing nature were found to be present 
in four cases at the time of the onset as well as during the relapse. 
In the other six cases the specific problem areas at the time of the 
onset of the disease were not known. It was found that family and 
financial difficulties were the most relevant problem areas at both 
previous and current admissions. 
Seven of the patients expressed great concern over their financial 
status. With four of them the economic situation was a reality factor 
which contributed to the anxiety over their dependents. It was found 
in seven cases that overwork was a characteristic contributing factor 
to the second breakdown; and in three patients w.!.th more than one 
relapse, overwork coincided with the previous and current admission. 
The incidence of relapses in relation to the personality types the 
patients displayed showed that disturbing events of a similar nature 
preceded the onset of the disease as well as the relapses. 
As a result of the interviews with the patients, the writer thinks 
that their ability to express their feelings about their personal con-
flicts and the eagerness to discuss the problems related to their 
disease, indicates how much they need a strong person upon whom they can 
depend and share their feelings. 
1
1!':,· This study shows that the personal conflicts of the patients seemed 
,, 
to be interrelated w.!.th the incidence of relapses. In the patients 1! 
described as dependent individuals the actual loss or the fear of losing 11 
II some person or thing or change in the environment which represented ,
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security coincided with the relapse. They demonstrated their dependency " 
needs through their whole pattern of handling their life situations. 
The patients described as self-drivers tended to over-compensate 
by driving themselves until they broke down because they constantly 
feared failure and only when forced by the illness could permit them-
selves to be dependent. 
App~l(t~ 
Hich~rd K. Conant 
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APPENDIX 
Schedule 
I Background 
l. Age and sex 
2. Marital status upon discharge and readmission 
3. Date of readmission 
II Medical 
1. Diagnosis and clinical status 
2. Onset of the disease 
3. Treatment in sanatorium 
4. Condition upon first discharge 
III Patient's reaction to 
1. Diagnosis 
2. Illness 
3. Sanatorium life 
IV Personal ~ 
l. Patient in the family 
2. Life situation upon first breakdown 
3. Life situation upon second breakdown 
4. Significant events upon breakdown 
5. What did they mean to patient 
6. How does patient interpret his breakdown 
7. The interrelation between the breakdowns and the 
emotional, social and economic factors 
V Social status 
1. Patient's adjustment at home 
2. Patient 1 s adjustment in the cCl!DJD1mity 
3. Patient 1 s adjustment at work 
VI Economic status 
l. Financial status 
2. Home conditions 
3. Employment 
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